“MISSOl{RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '_63_000605
5’3 _1 lpl STATE FILE NUMBER
nrnary Registration District No. _.__ -2 __Repistrar’s No, ... V¥

. ‘PLACE OF DEATH . 7 USUAL RESTDENCE Where deceased lived. If insfitution: Residence befors

¢ CONTY 0 ) oo Cordonrdaay a. STATE \V\O . b. COUNTY 23 Lo rce) & *hission)
b. CITY (if ocutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY R Inside Limirs

OR . .
ol Capu Greardeon D mos . o Leadmakor YR Ne D)

€. :i%éP'E‘TwEO?F {If NOT in hospital, give lacation) Inside Limits d. ASI;%EEELS {If cutside, give location) Rexide on Farm

insTiTUTioN Sk . Francis Wesnp kol Ye B No[] RYD 1. foeminekon | =0 &o
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

[Type or prinn) Q-a“q WW k“ U\\.-ﬁ Gmom DEOAFTH Sqn ’ \ \ ‘q b 3

5, SEX 6. COLOR OR RACE ?. Maorried [0 Never Married [J ]E DAYE OF BIRTH | ¥ AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 MR

" Widow: Divorced ) Months. ays Hours Min.
Sevnae Whwvke tdoweT el o \0\5 =) L4 T |
102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY LACE {Ciry and state or country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, even if retired}
o — "Po!. o=y, Wo. V-6
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Sen Fuller . C.\c\\'a E\\\‘a Yrank C:v‘f'oom Bcgcp.ad

15. WAS DECEASED EVER IN U.S. ARMED FORCES? sEmmer omEm T 17. INFORMANT Address

(Yes, nR;unkmwn)] (if yes, give war or dates of service) “"D‘MO""\‘QQ\\\‘-Y\ %\ L\Q\Y‘ ‘MQ

18. CAUSE OF DEATH (Enter cnly one cause per line for (a), (gi, ana (s, INTERVAL BETWEEN"
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

wweiate caust o __Carcinomatosis with uremia 3 wkse

DUE TO () Carcinoma of the bladder
with metastasis 5 months,

AMENDED

DATE AMENDED

»

-
Z
23]
3
=)
0
Q
&

which gave risa to
above -cause [a),
stating the under-
lying cause last.

Conditions, if any, ]

DUE TO {c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to the ferminal PART ILl. If daceased was fomzle was
disease tondition given in PART | (a) there a pregnancy in last 90 days.

[Ove [ O | O unkniown
T9. VOAS AUTOFSY | Z0n ACCIDENT  SUICIDE HOMICIDE | 205, DESCRIBE HOW INIURY OCCURRED. (Enter natrs of iy n PART 1 or PARY 11 of e 18
0

PERFORMED?
YES O

20¢. TIME OF Hout . Month, Day, Yesr
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homa, | 20f. CITY, TOWN, QR LOCATION COUNTY
WHILE AT WORK [J farm, factory, street, office bidg., atc.)
NOT WHILE AT WORK [J

21. 1 attended the d d from 11-1- qﬁ ro,_lzn.-_6.3—and last saw R:.:, alive on 1-11-63
Death occurred amﬂ m on the date stated above, and to the best of my knowledge, from the causes stated.
220. SIGNATU ree or title) 22b. ADDEZ North Paﬁif ic 22¢. DATE SIGNER
'Q : )W" Cape grardea u, -{1=25-63
23a. BURIAL, CREMATION, | 23b. DATE - NAM| OF'(;EMETERY OR CREMATORY xd. I.OCATION {City, town, or county) {State}

REMC::’:L (s{pac-fv) \\ \ %\b,.) Vo ey Comeeeu AW Q\n n OA' on - ‘\\\O_ .

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. B’ LO? ?REG RAR'S 5IGNATURE

Nt 0. \Xooé Y\ok Ywee Mo. 1 J=30

(Llcensed Embalmer’s $tatement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




~ STATEMENT BY LICENSED EMBALMER

E : -

“ | hereby certify that the body whose name is recorded on the reverse side of this cerﬁfic.ate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

, & .
Student Signed &&% % %"'ﬂ'ﬁ

Signature of Student Embalmer
Licensed Embalmer No 02 7 go

. PO Address

‘o
-

.. :Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the aboveeconshiufes grounds for revocation of license). .
If embalmed by a STUDENT, he also-shall sign in.his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

+




